Erectile dysfunction (ED) is a major quality-of-life disorder that affects greater than 30 million American men each year. Since the introduction of Viagra, more and more men are presenting with ED that is not responding to oral or local therapies. Penile prosthesis implantation is recognized as the most effective, although most invasive, ED therapy with a high satisfaction rate. With an aging population both aware of and requesting therapy for ED, the number of penile prosthesis implantations will remain stable, especially at centers specializing in ED treatment. Therefore, a better understanding of the techniques used for placement of the penile prosthesis is necessary. The following review will discuss the techniques and a few clinical pearls in the placements of inflatable penile prostheses.
Introduction
Penile prostheses for the surgical treatment of erectile dysfunction (ED) have been available for the past half-century. The Egyptian plastic surgeon, Beheri, after studying the os penis of a number of different mammals, implanted a polyethylene malleable prosthesis and reported on a series of 700 cases. 1 In contrast to his Western colleagues, he had chosen the intracavernosal lumen to place the two rodsFthe standard position used today.
In the following years, there were improvements made in malleable prosthesis design. However, a number of disadvantages became apparent; namely, lateral perforation, distal erosion, and patient discomfort and embarrassment due to a permanent erection. The three-piece inflatable penile prosthesis was introduced by F Brantley Scott et al in 1973. 2 Initially, this device had numerous mechanical breakdowns. Continued improvements in design, decreased chances of erosion, ability to conceal the device when deflated, and excellent rigidity when inflated, have provided patients with high satisfaction rates. The three-piece inflatable penile prosthesis is now the preferred prosthesis by American implanters. It is nonetheless surprising, according to the 1995 Gallup Poll review of American Urologists, that 490% treated male sexual dysfunction while only 7% treated implant penile prosthesis. 3 Placement of penile rods or cylinders is a standard procedure that most urologists are familiar with either by the peno-scrotal or infrapubic approaches.
Unfortunately, many urologists can become somewhat frustrated when placing the reservoir and pump, and may have various difficulties, such as perforation of the crura, during the insertion of reartip extenders. A few recommendations on these ancillary maneuvers involved with the placement of three-piece inflatable penile prostheses can make this procedure both easy and rewarding.
Distinct advantages of the peno-scrotal approach include allowance for visualization and palpation (when a Foley catheter is in place) of the urethra, avoidance of the neurovascular bundle, and easy access to both the proximal and distal corpora if needed.
are no structures or organs to damage. First, ensure the bladder is completely drained. Next, pass a finger just medial to the spermatic cord up to and into the external ring of the inguinal canal. Once the medial aspect of the ring is entered, a Mayo scissor can be pushed downwards through the fascia for approximately 1-2 inches. After spreading the scissors and withdrawing them, a finger can be pushed medial and then downwards to dissert a space for the reservoir. The bladder with Foley balloon can often be palpated at this juncture to confirm the proper location. The reservoir is then wrapped around the surgeon's finger and inserted into this cavity. The reservoir is filled with a sterile saline solution for eventual connection to the pump mechanism.
In revision cases, it is helpful to have a nasal speculum, baby Dever, and extended Bovie unit tip. The surgeon cuts down on the tubing, which is placed on gentle traction. The use of baby Devers and nasal speculum can provide for optimal exposure. One appreciates that removing a reservoir is often more difficult than its initial placement.
In special situations, the retroperitoneal space can be extremely fibrotic and the transversalis fascia thickened. This is often caused by previous surgery, such as prostatectomy, cystectomy, renal transplantation, and/or radiation therapy. The surgeon may opt for placement of a two-piece inflatable device, make a separate incision for placement of the reservoir, or consider ectopic reservoir placement. 4 Auto-inflation has been an embarrassing and sometimes painful situation and has been reported in an earlier series in 11% of patients with 2% requiring operative correction. Mentor Corporation (Santa Barbara, CA, USA) has recently introduced the 'lock-out valve' for preventing this minor complication. Follow-up with this reservoir modification has been excellent. 5 A recent report on eight cases by Wilson and coworkers describes placement of the lock-out reservoir between the abdominal musculature and the transversalis fascia, when standard placement was not possible because of extreme pelvic fibrosis. The location can also be in the peritoneal cavity, epigastrium, or wherever a reservoir can be placed. Most cases in this series of ectopic reservoir were postcystectomy and did well with no reports of autoinflation at 1-y follow-up. 5 
Pump
The Pump should be placed in a dependent and easily palpable scrotal position. 6 Through the same path of dissection that the surgeon uses for placement of the reservoir, a finger is gently directed posterior downwards under the scrotal contents. Attention is made to not dissect or tear small vessels in this region as a scrotal hematoma can easily occur. (The use of a drain is advocated by a few implanters to prevent this complication.) The surgeon's finger is directed toward the midline of the scrotum. The outside hand palpates the finger within the scrotum and then advances the scrotal tissues back in toward the incision site. Next, the pump is directed down and placed in a dependent position in the scrotum between the two testicles. Postoperative compression dressing on the scrotum helps insure against hematoma formation.
Rear-tip extenders
The hydrophilic coating on the Mentor Titan inflatable penile prosthesis is recognized to become lubricious or slippery when soaked. 7 The rear-tip extenders (RTEs) easily fall off and can become dislodged in the proximal corpora. Experience has shown that firmly placing these RTEs onto the cylinder before soaking the device prevents this slippage. The company is currently working on a snap-on mechanism to keep the RTEs in place more firmly.
Likewise, in revision cases, removal of the cylinders can result in retained RTEs, which can serve as a persistent source of pain or infection. If a long-curved clamp with nasal speculum is unsuccessful, the use of a rigid cystoscope with alligator forceps can be very helpful in removing any remaining RTEs.
Summary
By incorporating a few technical modifications in regards to placement of reservoir, pump, and RTEs, the 3-piece inflatable penile prosthesis approaches the ease of implanting a malleable or semirigid prosthesis. The three-piece device is recognized to provide high patient satisfaction and ideally is the primary prosthesis choice for the majority of patients undergoing penile prosthesis implantation.
